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iabetes is an increasingly common disease that imposes a burden on individuals with the disease, their families, and society as a whole and is a leading cause of death in the United States. [1] [2] [3] The disease has received increasing attention by the media and health care organizations as prevalence rates and costs continue to rise. [1] [2] [3] [4] [5] [6] [7] Because diabetes requires active self-care methods to promote and provide diabetes self-management education (DSME), the growing population of those with diabetes needs to be examined, and a more appropriate health care model needs to be engaged. Diabetes educators and all disciplines would be well advised to consider using a proven health care delivery model in an effort to enhance outcomes for people with diabetes by creating opportunities for access and sustainability of DSME. The chronic care model (CCM), as described by Wagner et al, 8 provides a multifaceted framework for redefining the current views on health care delivery and has been shown to improve processes and outcomes. [9] [10] [11] Background Quality diabetes care is essential for the prevention of the devastating complications of this chronic disease and its effect on quality of life. Yet quality of care is far less than expected regardless of the health care setting or patient population. 12 Because the traditional health care system is designed to provide a symptom-driven response to acute illnesses, it is poorly configured to meet the needs of those with chronic disease. 8 Models that are focused on both outcomes and prevention have been developed and proposed as viable alternatives to the care systems currently in place to address these problems. 13 The CCM ( Figure 1 ) provides a paradigm shift from the current model of health care delivery that is designed to handle acute problems to a system that is prevention based and focused on avoiding long-term problems, including diabetes complications. 8 The premise of the model is that quality care is not delivered in isolation but (1) interfaces with the community and its resources, (2) includes self-management support, (3) shifts how care is delivered within the health care system, (4) is based on decision support and evidence, (5) is driven by clinical information systems, and (6) is offered in settings and/or organizations that value chronic care. The result of this shift in the locus of care is a productive interaction between a proactive practice team and prepared activated person with diabetes that drives clinical and functional improvement. 8, 13 Other CCMs such as the ecological model incorporate other concepts but may be applicable for only certain situations and populations. 14, 15 The CCM refined by Wagner is a construct that provides a long-term management approach. Wagner's CCM answers the need to have a systematic, comprehensive system of care that serves the needs of both patients and providers. 16, 17 This CCM indicates that DSME can occur in relation to different parts of the health care system encompassed by the CCM, including primary care settings. Table 1 provides examples and recommendations for diabetes educators who are using the CCM framework.
Diabetes education, also known as diabetes selfmanagement training (DSMT) or DSME, is a collaborative process through which people with, or at risk for, diabetes gain the knowledge and skills needed to modify behavior and successfully self-manage the disease and its related conditions. DSMT/DSME is an interactive, ongoing process involving the person with diabetes (or the caregiver or family) and a diabetes educator(s). The intervention aims to achieve optimal health status, achieve a better quality of life, and reduce the need for costly health care.
Diabetes education focuses on 7 self-care behaviors that are essential for improved health status and greater quality of life. The AADE7™ Self-Care Behaviors are healthy eating, being active, monitoring, taking medication, problem solving, healthy coping, and reducing risks. The Wagner CCM identifies key elements that are critical to success.
Elements
1. Health care organization/organization of health care. This element provides the structural foundation (philosophically and literally) on which the remaining 4 components of the CCM rely ( Figure 1 ). Understanding the mission, goals, and values of the provider organization and its relationship with purchasers, insurers, and health care providers is the key to successful CCM implementation. It is doubtful that meaningful improvement in chronic disease care can be achieved without committed leadership and resources. 18 2. Community resources and policies. Communities provide individuals with diabetes, their caregivers, friends, and employers with a variety of ancillary services that provide support for diabetes self-management. Policies define relationships within a community between various agencies (eg, networks, how services are accessed and provided, etc). Policies are also important for reimbursement and sustainability.
3. Decision support. Decision support uses specialist expertise to establish evidence-based clinical practice guidelines, standards, and protocols. Use of these evidencebased tools can be facilitated through provider education and support programs.
Self-management support.
This element engages the patient in the active self-management of his or her illness. When informed patients take an active role in managing their disease and providers are prepared, proactive, and supported with time and resources, their interaction is likely to be productive. 11 The goal is to customize care
The Diabetes EDUCATOR to engage the patient in setting goals that change their behavior to self-manage their diabetes. 5. Clinical information systems. These systems are necessary for collecting and housing timely, useful data about individual patients and populations of patients, using tools such as patient registries and care reminders. The information system allows quality measures to be assessed and care evaluated, providing ongoing feedback to the provider and patient.
6. Delivery system design. This element defines team roles and delegates tasks. Planned management ensures continuity of care and regular follow-up through redesigning how care is delivered.
CCM Paradigm
Because of its multifaceted nature, quality diabetes care requires an integration of the patient into a health system that promotes long-term management, 14,20 rather than a system in which care is provided episodically. Unlike acute illnesses, diabetes encompasses behavioral, psychosocial, psychological, environmental, and clinical factors, all of which require team-based support from a variety of health care disciplines. [21] [22] [23] [24] The implementation of the CCM creates this shift to continuity of care and long-term self-management.
An integral facet of the CCM is the importance of self-management support. A growing body of evidence demonstrates that interventions that foster patient Implement a registry that evaluates the delivery of care across patient populations; ensure DSME services and SMS documentation are integrated into the primary care information system Self-management Explore every opportunity to engage person with diabetes in the provision of self-care Implement strategies to support behavior change System redesign Explore the provision of DSME in primary care, libraries, pharmacies, and community centers Engage new partners and approaches for DSME support such as community workers, office staff, and telephonic and computer systems Table 1 Examples/Recommendations for Diabetes Education Applications Using the Chronic Care Model Framework self-management behaviors improve health status and lower health care costs in chronic disease. 19, 20, 25 DSME is critical in laying the foundation for promoting the knowledge and skills necessary for patients with diabetes to appropriately perform and manage self-care tasks. DSME is now widely considered to be an important part of diabetes management. 26, 27 Healthy People 2010 aimed to increase the number of people who receive diabetes education from 40% (1998) to 60% (2010). 28 However, the number of individuals who receive diabetes education is disappointingly small (unpublished AADE analysis of Centers for Medicare & Medicaid Services 2005 and 2006 data). 29, 30 Progress is, however, being made in meeting that goal. 31 Access to education has been identified as a potential barrier, particularly in communities where the closest DSME program may be miles away. 32 Another potential problem may be the traditional way in which education is prescribed and delivered. In many areas, physicians are encouraged by their affiliated institutions to refer patients with diabetes to a centralized hospital-based DSME program. This process is consistent with the current system of health care delivery as it applies to acute care where services are provided at a hospital. Although more than 90% of patients with diabetes are cared for by primary care physicians), 33 education is rarely available in the primary care office. 34, 35 Efforts to deploy quality education in community sites that include primary care practices need to be explored.
Another challenge for the provision of DSME is sustainability of program services. In a survey of educators conducted by the American Association of Diabetes Educators (AADE) and American Diabetes Association (ADA), educators reported program closings and expressed frustration with the implementation of Medicare benefits. 36 Inadequate reimbursement for services provided (by Medicare and others) has led to the closure of DSME programs, as organizations seek to cut expenses when financial stability cannot be demonstrated. 37 Findings from this survey confirmed other study results indicating that diabetes education is an underused service 36 and that reimbursement practices were poor. Both the AADE and ADA have concluded that adoption of a systems approach specific to DSME is critically important and much needed. 36 The CCM has already been shown to be an effective means of implementing and sustaining DSME programs 10, 32, 38 because it emphasizes self-management, provides an ideal framework for a systematic approach, and supports the inclusion of all members of the diabetes health care team in contrast to traditional methods. The model can help increase access to DSME for more patients. The CCM is also gaining momentum as a systems-based response to chronic disease care and can be applied in most any setting, ranging from communitybased programs to inpatient facilities. Several health care organizations 38 and state governmental organizations and professional associations are currently looking at modeling care around a CCM. As the incidence of diabetes continues to increase at rapid pace, systematic approaches need to be established so that DSME may be accessible to the ever-increasing pool of people with diabetes. Leveraging an increased interest in the CCM (to further foster DSME in the current health care environment) may help to provide new avenues of support for appropriate reimbursement and dissemination of this evidencebased approach.
Recommendations
First and foremost, educators need to expand opportunities for changing practice and be open to change. The CCM provides a template for diabetes educators to explore collaboration with multiple stakeholders in their local health care systems and communities. Potential partners include organization administrators, financial officers, information systems, insurers, employers, and policy makers. This template leads to searches for opportunities outside of traditional educator roles, such as the development of business models for sustainability, strategic planning, and integrating technological approaches and data management. The model also challenges diabetes educators to
• develop partnerships with community facilities such as wellness and senior centers, • seek opportunities to collect and share outcomes data on diabetes education, • overlap responsibilities with other team members, and • form consortia and/or organize systemwide quality initiatives.
Conclusions
Diabetes is a serious disease that requires a person to make daily decisions about his or her self-care. To promote good health, the person with diabetes needs to be proficient in key self-care behaviors that include themes such as the AADE7™ Self-Care Behaviors: eating healthy, being active, monitoring, taking medication, problem solving, healthy coping, and reducing risk. [39] [40] [41] [42] [43] [44] [45] Provision of DSME is critical in laying the foundation that promotes knowledge, skills, and self-care behavior change strategies. To increase the number of people who receive DSME, a comprehensive, systematic approach is necessary. The CCM provides an ideal framework to support DSME because it provides a cogent basis on which to promote self-management based on the AADE7™ framework.
Developing systems that promote accessible, sustainable DSME services that affect health outcomes has largescale public health implications. Organizing efforts to support the facilitation of DSME is critical if we expect to meet the Healthy People 2010 education objectives.
